Despite the challenges of multiple surgeries and the social stigma of a disfiguring condition, children with congenital craniofacial anomalies (CFA) do not necessarily develop problems in their psychological adjustment.
literature indicates that children with CFA, as a group, do not uniformly evidence more behavioral or emotional problems than their unaffected counterparts; however, a significant subgroup develops internalizing problems, particularly social withdrawal and anxiety (Speltz, Galbreath, & Greenberg, 1995) .
Peer relationships are an area of potential vulnerability for many children with CFA. Some of these children report that they are dissatisfied with the quality of their peer relationships, particularly when they are dissatisfied with their physical appearance (Richman, 1983) or when their physical defect is more noticeable (Broder & Strauss, 1989) . La Greca (1990) noted that living with a chronic medical condition creates social environments that differ from those experienced by healthy children, thus creating a contextual risk factor. Another risk factor for children with CFA is unattractive physical appearance, which is related to poor peer acceptance in normative (Hartup, 1983) and pediatric (La Greca, 1990) populations. Children with CFA are at further risk for problems with early developmental tasks, including attachment in infancy and autonomy in the preschool years, which are seen as necessary precursors for the later development of satisfactory peer relationships (Speltz, Greenberg, Endriga, & Galbreath, 1994; Rubin & Wilkinson, 1995) .
The peer relationships of children with CFA have received little empirical attention, with the few studies conducted thus far focusing on comparisons with typical children (e.g., Kapp-Simon, Simon, & Kxistovich, 1992; Tobiasen & Speltz, 1996) . There has been virtually no research on specific factors contributing to peer relationship difficulties, or on factors associated with successful peer adjustment in this population. Consequently, there are numerous unanswered questions about how a CFA might influence the process of peer socialization. For example, do children with CFA who are low in social competence experience feelings of loneliness and discomfort during social interactions, or are they content with the quantity and quality of their social contacts? Are their social deficits related to limited opportunities for peer interaction because they tend to withdraw from such interactions? What is the relationship between self-concept-especially in the area of physical appearance-and social competence? To what extent are behavioral and emotional problems linked with problematic peer relations for children with CFA? What is the role of parental influences on children's success with peers: Does parental guidance provide practical support and assistance, or might parental anxiety and overprotectiveness interfere with children's ability to relate comfortably with peers? When children with CFA have social difficulties, what types of peer problems are typical?
The purpose of the present study was to conduct a cross-sectional investigation of preadolescent peer social competence, with the goals of identifying specific correlates of peer problems and peer success among children with CFA. Most research conducted on these children has utilized between-group compari-sons of children with CFA and unaffected peers. The present study used a withingroup design in order to focus on the variability of adjustment experienced by children with CFA. This approach has been advocated for pediatric populations in general (La Greca, 1994) as well as for the CFA population (Speltz, Armsden, & Clarren, 1990) . In addition, whereas most previous research on children with CFA has primarily involved children with clefts, we included children with major craniofacial syndromes as well so that we might generalize our findings to the larger population of children with CFA.
We sampled children in the preadolescent period because it is a time of transition, when friendships continue to be stable but their degree of intimacy intensifies, while at the same time independence from parents increases (Bemdt, 1982) . Both of these developmental tasks-forming intimate same-sex friendships and breaking away from intense, perhaps overprotective parental relationships-are potentially difficult for children with CFA (Speltz et al., 1995) . Because the tasks of this developmental stage are likely to be challenging to many preadolescents with CFA, an examination of this age period provides a good opportunity to identify factors associated with peer social competence.
Hypotheses
Social Concerns. It was anticipated that lower social competence would be associated with children's descriptions of themselves as more socially anxious, more likely to avoid social situations, and more lonely or dissatisfied with their peer relationships.
Social Experience. Given previous descriptions of children with CFA as being at risk for social withdrawal (Speltz et al., 1995) (and, as a result, for less frequent peer contact), low social competence was expected to be associated with reports of less companionship and intimacy with peers, and with fewer same-sex close friendships. Conversely, as indicated by research on normative samples (e.g., Burhmester, 1990) , we expected that high social competence would be associated with greater amounts of prior social experience.
Self-Concept. As hypothesized by Rubin and Wilkinson (1995) , we anticipated that low self-reported physical attractiveness would be associated with low social competence. In addition, positive self-appraisals in other areas of competence, particularly athletics (Harter, 1985) were expected to be related to high social competence.
Behavioral and Emotional Problems. Emotional (internalizing) problems, particularly withdrawal and anxiety, have previously been identified in subgroups of children with CFA (Speltz et al., 1995) , and have a detrimental effect on peer relationships in normative samples (Rubin, LeMare, & Lollis, 1990) . Therefore, these problems were expected to be associated with low social competence.
Behavioral (externalizing) problems are well-known concomitants of peer difficulties in normative samples (Coie, 1990) , and were also anticipated to be associated with low social competence in children with CFA.
Parental Involvement. No hypothesis was tendered about the relationship between parental involvement and social competence. Although parental interest and encouragement are associated with better peer relations for children in normative samples (Putallaz & Heflin, 1990) , the overinvolvement exhibited by some parents of children with CFA may have a detrimental effect (Speltz et al., 1995) .
Types of Social Problems. When examining specific areas of difficulty with peers, we expected to find that children with low social competence tend to be socially withdrawn and teased by peers (Rubin & Wilkinson, 1995) .
METHOD

Participants
A total of 24 preadolescents (8 girls and 16 boys, mean age = 12.7 years, range 11.4-14.1) with craniofacial conditions and their parents participated in this study. Families were primarily white (n = 18, 81.8%), with other ethnicities including Hispanic, black, Asian, and Indian (each n = 1, 4.5%). Median Hollingshead (1975) level of socioeconomic status (SES) was 49, indicating medium size business, minor professional, or technical; there was a range of 19 (unskilled laborers, menial service workers) to 66 (major business and professional). Distribution of gender, ethnicity, and SES were representative of the patient population of the participating craniofacial center. The greater number of boys in this sample is attributable to the cleft lip and palate participants, where there were twice as many boys as girls, a gender distribution consistent with epidemiological data (Owens, Jones, & Harris, 1985) .
Children's craniofacial conditions included cleft lip and palate (n = 7), cleft palate (n = 2), and several craniofacial syndromes: hemifacial microsomia (n = 5), Pfeiffer syndrome (n = 3), Moebius syndrome (n = 1), and Treacher Collins, Crouzon, and Apert syndromes (each n = 2). All children had previous surgery (Mdn = 4, range 1-11).
Procedure
Patient records at a university craniofacial center were reviewed to identify patients ages 11-13, resulting in 53 potential subjects. Sixteen of these families could not be located. The remaining 37 families were contacted by telephone; all agreed to participate in the study. Questionnaire packets were mailed to each family. When necessary, follow-up telephone calls and repeat mailings were used to obtain complete data from each family, resulting in 26 completed packets (including written informed consent) for a response rate of 70%. Two children were omitted from analyses due to significant disabilities (severe visual impairment and mental retardation). Three children had reached their 14 birthday by the time they completed their questionnaires; their data were retained. All parent questionnaires were completed by mothers, with the exception of one father. (Buhrmester & Furman, 1987) . We used the two three-item subscales measuring preadolescent companionship experience (e.g., "How much do you go places and do things with other people?") and intimacy experience (e.g., "How much do you share your private feelings with other people?")-Responses are given using a 5-point Likert format. Buhrmester and Furman (1987) reported Cronbach alphas ranging from .53 to .79 for separate samples of fifth and eighth graders. In the current sample Cronbach alphas were .70 for companionship and .60 for intimacy. Following Buhrmester (1990) , preadolescents were also asked to list the girls and boys they consider to be close friends ("kids you know very well, spend a lot of time with in and out of school, and who you talk to about things that happen in your life").
Measures
Network of Relationships Inventory
Loneliness Questionnaire (Asher, Hymel, & Renshaw, 1984) . Adolescents' loneliness and dissatisfaction with peer relationships were assessed using this 24-item self-report measure, which utilizes a 5-point Likert response format. Good internal consistency (Cronbach alpha = .90) and stability have been established, along with adequate convergent validity, as indicated by correlations with sociometric status and degree of peer rejection (Asher et al., 1984) . Cronbach alpha was .94 in the current sample.
Social Anxiety and Social Avoidance Questionnaire (Franke & Hymel, 1984) . This adolescent self-report measure consists of two six-item subscales, assessing social anxiety (feeling worried about interactions with peers) and social avoidance (preference for being alone), using a 5-point Likert response format. The two scales have good internal consistency (ranging from .77 to .85, across two samples), and adequate stability has been observed over a I-year interval (.38 for avoidance, .61 for anxiety). In addition, concurrent validity with measures of related self-perceptions has been demonstrated for the two scales (Franke & Hymel, 1984) . Cronbach alphas from the current sample were .89 for social anxiety and .84 for social avoidance.
Self-Perception Profile for Children (SPPC; Harter, 1985) . This 36-item scale provides a measure of children's self-perceived competence in six domains: scholastic competence, social acceptance, physical appearance, athletic compe-tence, and global self-worth. Internal consistency reliabilities are reported at .70 to .84 on the six scales, and factor analyses resulted in clear and interpretable factor patterns replicated over three samples (Harter, 1985) . Cronbach alphas from the current sample were .88 for scholastic competence and social acceptance, .87 for physical appearance, .73 for athletic competence, .80 for behavioral conduct, and .83 for global self-worth.
Parental Involvement Checklist (Cohen, 1989 ). This 27-item self-report checklist was administered to assess ways in which parents promote their children's social relationships: (a) Orchestration (e.g., "encouraged your child to invite a friend over for lunch or dinner"); (b) Monitoring (e.g., "kept track of who phones your child"); (c) Advice and Support (e.g., "given your child advice on how to get along with other children"); and (d) High Concern Involvement (e.g., "worried about your child's relationships with other children"). The parent most involved in the care of the child 3 was asked to rate the frequency of behaviors during the previous 2 months, with responses ranging from 1 {never) to 6 {several times a week). The subscales were derived using factor analysis, which resulted in four clearly interpretable orthogonal factors (Cohen, 1989) . Our version used only the four or five items with highest factor loadings from each scale, rather than the full set of 37 original items, in order to reduce the burden for participating parents. In the current sample, Cronbach alphas were .86 for orchestration, .84 for monitoring, .89 for advice and support, and .78 for high concern involvement.
Child Behavior Checklist (CBCL; Achenbach, 1991) . The 113 problem items of the CBCL were used to obtain subscale scores for the eight narrow-band factors (withdrawn, somatic complaints, anxious/depressed, social problems, thought problems, attention problems, delinquent behavior, aggressive behavior) and the two broad-band factors (internalizing and externalizing). Raw scores on the narrow-band factors were used in all analyses because T scores are truncated at the nondeviant end of the range, resulting in reduced differentiation for nonclinical samples. As this is not the case with the broad-band factors, T scores were used for those. The CBCL has been extensively researched and has excellent reliability and validity (Achenbach, 1991) . Cronbach alphas from the current sample were .88 for withdrawn, .73 for somatic complaints, .91 for anxious/ depressed, .62 for social problems, .33 for thought problems, .70 for attention problems, .52 for delinquent behavior, .83 for aggressive behavior, .95 for internalizing, and .86 for externalizing. 4 Most participants in the present study scored in the normal range on the CBCL; however, two children exceeded the 'In one case, the questionnaire was completed by a father who lived with his daughter only during weekends; because it was not possible to obtain information from the custodial parent, this case was deleted from analyses of the Parent Involvement Checklist. 4 Because (a) reliabilities were low for thought problems and delinquent behavior, (b) these two constructs had no particular a priori interest for the current study, and (c) few items on these two scales were endorsed by parents in our sample, these two variables were deleted from analyses in an effort to reduce the number of variables under consideration.
clinical cutoffs for somatic complaints and total internalizing, and one child was in the clinical range on withdrawn, somatic complaints, anxious/depressed, attention problems, and total internalizing and externalizing.
Demographic Information. Parents were asked to provide information about family ethnicity and parents' marital status, occupation, and educational level. In addition, they were asked for number of surgeries undergone by the child (this was verified against the medical chart) and whether the child received any special services at school (choices given were: full-time or part-time special education classes, resource room, speech therapy, physical/occupational therapy, other).
Scoring of Questionnaire Variables. With the exception of the CBCL, each scale or subscale was scored by summing the items and dividing by the number of items in the scale or subscale, thus resulting in a mean item score. This procedure was used to ensure that missing data on an occasional item did not bias the score for the entire scale or subscale.
Creation of the Social Competence Variable. To develop a more valid indicator of social competence, based on information from two separate raters, 5 a composite variable was created using the SPPC social acceptance scale score and the CBCL social problems scale score. The scoring of the social problems scale was first reversed so that higher scores on the resulting composite score would indicate greater social competence. The two scores were then converted to z scores, to remove scaling differences, and added together.
RESULTS
Overview and Preliminary Analyses
Descriptive Statistics on Main Study Variables. Table 1 shows means and standard deviations for this sample on major variables. Where possible, the values from the current sample were compared to values reported for these measures from normative samples. The means for the self-concept (SPPC) scales, including self-reported social acceptance, were comparable to the values reported by Harter (1985) . On the CBCL, externalizing was between 0.5 and 1 standard deviation lower than means reported for nonreferred samples (Achenbach, 1991). There was no elevation on the narrow-band social problems scale compared to norms. These comparisons suggest that the present sample, as a whole, did not differ from normative samples on social competence.
Analyses of Demographic Variables. Preliminary analyses were conducted to rule out the possibility that social competence might be associated with one or more demographic variables. Two equal groups were formed by dividing the sample at the median social competence score. On the basis of chi-square analyses, the high and low social competence groups did not differ on distribution of gender, ethnicity, diagnostic group (cleft vs. craniofacial), parent marital status, or type of special service received at school. T tests revealed no significant differences in group means for age, Hollingshead (1975) social status, or number of surgeries. Plan of Analyses. The main study questions were addressed with a series of independent multiple regression analyses, using conceptually related groups of variables to predict social competence. Multiple regressions were chosen for two reasons: (a) because of the small sample and the relatively large number of variables, examination of the R 2 for groupings of variables permitted a more conservative strategy than would be provided by a series of univariate tests (i.e., when a nonsignificant R 2 demonstrated that the block of variables was not associated with social competence, the individual variables would not be inspected); and (b) comparisons of Pearson and semipartial correlations would identify those variables contributing independent variance to the prediction of social competence, beyond the shared variance contributed by the entire group of variables. Semipartial correlations, which remove the common variance of all other variables in the group, allow for evaluation of each independent variable and its association with the dependent variable (social competence); this is particularly important given the multicollinearity among many of the independent variables in this study, and because analyses using SPPC and CBCL scales as independent variables would be expected to have inflated associations with social competence, which was created from subscales of these two measures. Therefore, the relative contribution of each variable within a block, rather than the absolute size of the correlation, is a more accurate reflection of the relationship with social competence. Results are shown in Table U .
Prediction of Social Competence
With respect to the relationship between social concerns and children's social competence (Hypothesis 1), the regression analyses revealed that higher levels of social anxiety and loneliness were associated with lower social competence; however, social avoidance was not significantly associated with social competence when these other variables were considered.
The regression analysis addressing Hypothesis 2, the association between children's degree of social experience and their social competence, indicated that greater social competence was related to more companionship experience, but not to the degree of intimacy experienced or number of same-sex friends.
In examining the relationship between self-concept and social competence (Hypothesis 3), the results of the regression analysis 6 demonstrated that higher social competence was associated with positive self-concept in the areas of scholastic and athletic competence, as well as physical appearance. Behavioral conduct was not related to social competence, and global self-worth lost its association with social competence once the effects of the entire set of variables were considered.
Hypothesis 4, the relationship between emotional and behavioral problems Individual items taken from the CBCL social problems scale were used for these four variables. 7> < .05. "p < .005. 'p < .0005.
with social competence, was addressed with three separate regression analyses. First, the question of the relative relationships of internalizing (emotional) and externalizing (behavioral) problems with social competence was addressed; results indicated that greater internalizing problems were associated with lower social competence, whereas externalizing problems were not significantly related to social competence once the effects of both variables were considered together. Next, the relationship of social competence with three types of internalizing problems was examined. This regression indicated that only withdrawn behavior was associated with lower social competence, as somatic complaints and anxious/depressed behaviors were no longer related to social competence when the three variables were evaluated simultaneously. Finally, the association between social competence and two types of externalizing problems was examined;
7 neither attention problems nor aggressive behavior showed an independent relationship with social competence. The obtained relation between parental involvement and children's social competence (Hypothesis 5) proved initially difficult to interpret. Orchestration, which was not significantly associated with social competence in the simple correlation, was significantly and positively associated with social competence in the multiple regression. Further examination indicated that high concern was a suppressor variable which, in the regression analysis, clarified the relationship between orchestration and social competence by suppressing irrelevant variance (Tabachnick & Fidell, 1989) . Thus, greater parental concern was related to problematic social competence; however, high social competence was associated with more active orchestration on the part of parents.
To identify the precise nature of social problems that might be experienced by preadolescents with low social competence (Hypothesis 6), four individual items from the CBCL social problems scale were used as examples of specific problem areas. Although the magnitude of relationship between these items and social competence would be expected to be inflated, because the social problems scale was used to create the composite variable, the relative contributions of each item were of primary interest here. Results of the regression analysis revealed that items indicating bad friends ("hangs around with others who get in trouble") and not being liked ("not liked by other kids") showed significant associations with social competence, while the items "teased" and "withdrawn" lost their association with social competence when the four items were considered as a group.
DISCUSSION
The purpose of the present study was to identify factors associated with social competence among preadolescents with CFA. We examined aspects of the children themselves, and found that those with relatively less social competence described themselves as more socially anxious and more dissatisfied with their peer relationships. Consistent with this, parent ratings of internalizing problems and social withdrawal were particularly characteristic of children lower in social competence. Positive self-regard in the areas of academics, athletics, and physical appearance were all related to good social competence, indicating that preadolescents with good peer relationships are well rounded in their views of their own competencies. In keeping with previous research, dissatisfaction with appearance was related to poor social competence (Richman, 1983) . Finally, when asked about their social interactions, less socially competent children reported infrequent companionship with peers, suggesting greater social isolation for this group. It is not clear from these data whether social isolation is primarily a cause or effect of poor social skills.
We also examined the role of parents in their children's social adjustment with peers. We found that parents with more socially competent children tended to be more active in providing encouragement and making arrangements for opportunities for their children to interact with peers; parents whose children were low on social competence felt concerned and worried about their children's peer relations, but were less likely to actively direct their children's social behaviors. It may be that parental encouragement acts as a buffer against any tendency to withdraw from peer activities. Additional research is needed to determine whether parental concern is a simple response to a child's problem, or itself has a detrimental effect on the preadolescent, perhaps by communicating anxiety about the lack of social success (Putallaz & Heflin, 1990) . These findings suggest that parent training may be a promising avenue of intervention when children with CFA experience peer problems.
Note that the present sample was not, as a whole, elevated on self-report or parent-rated measures of peer difficulties. This raises the question of whether children with CFA are in fact at risk for problems with peer relationships. Previous research, which has identified subgroups of children with CFA who are socially withdrawn or dissatisfied with their peer relationships, suggests that this is an area of concern for some, but not all, children in this population (Broder & Strauss, 1989; Richman, 1983; Speltz et al., 1995) . A few studies have observed deficits in peer social competence for samples of children with CFA relative to typical children (Kapp-Simon et al., 1992; Tobiasen & Speltz, 1996) . Because the generalizability of our small sample is unclear, firm conclusions must await further research. It may be that children with CFA are not, as a group, more prone to peer relationship difficulties than are unaffected children; however, the risk factors and pathways to social competence or social deficits may differ for this group. This possibility is suggested, for example, by our finding that externalizing problems, which are notorious for interfering with peer relations in normative samples, were less common than the norm in this CFA sample. Similarly, the theoretical formulations of Rubin and Wilkinson (1995) suggest that children with CFA who have problematic peer relationships are characterized by a unique pathway; a history of insecure parental attachment and uncomfortable peer encounters leads to preadolescents who are socially anxious, withdrawn, and self-conscious about their appearance. Our findings are consistent with the last stage of the Rubin model, whereas previous research (see Speltz et al., 1995) supports the early stages; longitudinal designs are needed to tell us whether problematic early parent-child relationships are in fact precursors of peer relationship difficulties in the CFA population.
Several factors identified in the present study are suggestive that some preadolescents with CFA are not only low in social competence but may be at risk for peer rejection. Internalizing (Rubin et al., 1990) and externalizing (Coie, Dodge, & Kupersmidt, 1990) problems have both been associated with peer rejection. Adopting friends outside the mainstream peer group, particularly those who get into trouble, is a well-documented developmental pathway for certain subgroups of rejected children (Parker & Asher, 1987) . Because intimacy and same-sex friendship were not related to social competence within this sample, as would be expected for preadolescents (Buhrmester, 1990) , this group may be delayed in their social development, which can have a detrimental effect on the quantity and quality of peer interactions, and consequently on peer acceptance (Coie, 1990) . The combination of social withdrawal, social anxiety, and selfconsciousness that were associated with low social competence in our sample has been noted to increase the risk of peer rejection because such youngsters tend to be socially awkward and embarrass themselves and others, making peers uncomfortable (Coie, 1990) . Finally, the fact that some parents felt that their children were actually disliked by peers indicates that their social difficulties are not limited to shyness and social withdrawal. The question of whether some adolescents with CFA are at particular risk for peer rejection is important because rejection itself is a powerful marker for future problems (Parker & Asher, 1987) .
The generalizability of the present findings are limited by a relatively small sample. A larger sample would provide the opportunity to examine the social adjustment of important subgroups of preadolescents with CFA, focusing particularly on gender (Kapp, 1979) and severity of CFA. In this study, children with minor (clefts) and major anomalies did not differ in social competence. Previous studies (e.g., Kapp, 1979) have also reported equivalent levels of psychosocial adjustment in cleft and craniofacial syndrome groups, but this may be due to small samples and low statistical power. Children with craniofacial syndromes may be at greater risk for poor psychological adjustment, primarily because this group is less likely to experience complete surgical correction of their anomalies (Pruzinsky, 1992) . Restrictions of sample size also limited our ability to handle the multicollinearity that is inevitable when examining related constructs. Finally, shared method and measure variance may have inflated the relationships we report. Ideally, future research on social competence would utilize a broader array of methodologies, including teacher and peer ratings and observations.
The results of this study must be regarded as preliminary findings, on a small sample, that warrant further investigation. However, these findings provide a starting point in working toward explanations of why some disfigured individuals attain satisfactory adjustment while others do not. Within-group designs focused on positive and negative adaptations of children with CFA have the potential to clarify the processes involved in successful social and emotional development in this group.
